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Case Reports
Gallbladder torsion (GT), first described by Wendel in
1898,1 is a rare cause of cholecystitis in the elderly.
Imaging modalities, nearly always showing acute
cholecystitis, make accurate preoperative diagnosis rare.
We present four cases of GT, emphasizing anatomical
variants, clinical forms, diagnostic tools and treatment
modalities. Prompt surgical management of “acute
cholecystitis” is indicated.
CASE REPORTS
Case 1
A 93-year-old woman with congestive heart failure,
hypertension and pulmonary emphysema, presented with
right upper quadrant (RUQ) abdominal pain of sudden
onset, with nausea and vomiting. Physical examination
revealed a temperature of 38.5° C and tenderness and
marked guarding in the RUQ. Laboratory findings showed
a white blood cell (WBC) count of 15,900 cells/mm3 and
normal liver function tests. Ultrasound (US) showed a
distended, duplicate-walled, gallbladder suggesting
acalculous cholecystitis (Figure 1). Twenty-four hours
after admission, the patient underwent surgery through a
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Gallbladder torsion is a rare cause of acute acalculous cholecystitis. Preoperative diagnosis is
difficult. The treatment of choice remains immediate cholecystectomy. We present four cases of
gallbladder torsion and review the literature.  (Asian J Surg 2002;25(2):175–8)
right subcostal minilaparotomy and was found to have a
clockwise 270-degree torsion at the level of the
infundibulum. The gallbladder was floating and gangre-
nous (Figure 2). Cholecystectomy was performed. The
postoperative course was complicated by uncontrolled
sepsis and the patient died on day 4.
Case 2
An 80-year-old woman with a history of congestive
heart failure presented with 10-day RUQ abdominal pain,
which was persistent despite antibiotics and analgesics.
Physical examination was normal. Laboratory findings
showed WBC count of 11,000 cells/mm3 and normal liver
function tests. Abdominal US showed cholelithiasis with
Figure 1. US findings in a 93-year-old female: distended,
double-contoured, thick-walled gallbladder, suggesting
acalculous cholecystitis.
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thickened gallbladder walls. The patient underwent
immediate surgery through a midline laparotomy and
a counter-clockwise 360-degree torsion of an otherwise
macroscopically normal gallbladder was found.
Cholecystectomy was performed. The postoperative
course was uneventful and the patient was discharged
on day 5.
Case 3
A 92-year-old woman with a history of peptic ulcer
presented with a 7-day history of RUQ abdominal pain
without fever. Physical examination revealed a 15-cm
RUQ mass. Laboratory findings showed a WBC count of
13,000 cells/mm3 and normal liver function tests.
Oesophagogastroduodenoscopy was negative but showed
external distortion of the antrum and duodenal bulb.
Abdominal US showed a markedly distended, acalculous
gallbladder with thickened walls. Three days later, the
patient underwent surgery through a right subcostal
laparotomy and a counter-clockwise 540-degree torsion
of a partly gangrenous gallbladder was found. Cholecys-
tectomy was performed. The outcome was marked by
multiple organ failure and death occurred on postopera-
tive day 11.
Case 4
A 96-year-old female presented with a 4-month his-
tory of recurrent episodes of RUQ abdominal pain and
low-grade fever (38°C). Examination was unremarkable.
Laboratory findings showed a WBC count of 14,000 cells/
mm3 and cholestasis with a three-fold increase of alkaline
phosphatase and a two-fold increase of predominantly
conjugated bilirubin. US showed mild intra- and extra-
hepatic biliary dilation with no sign of cholecystitis or
torsion. Computed tomography (CT) confirmed the diffuse
biliary tree dilation without any periampullary mass.
Finally, endoscopic retrograde cholangiopancreatography
(ERCP) showed external distortion of the lower common
bile duct due to compression by a partially contrast-filled
gallbladder (Figure 3). No definite diagnosis was made;
the patient underwent surgery through a right subcostal
Figure 2. Operative view in a 93-year-old patient: 270-
degree torsion of a gangrenous gallbladder (G) around its cystic
axis (C). Note that the gallbladder is almost free of any attach-
ment to the liver (L).
Figure 3: Cholangiography (ERCP) in a 96-year-old female
patient with recurrent RUQ pain and cholestasis. Compression
of the distal common bile duct by a partially contrast-filled
gallbladder. Gallbladder torsion was found upon laparotomy.
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laparotomy and a counter-clockwise 360-degree
torsion of an otherwise apparently normal gallbladder
was found.  Operat ive cholangiography was
unremarkable. Cholecystectomy was performed. The
postoperative course was uneventful and the patient
was discharged on day 9.
DISCUSSION
GT, a disease of the elderly, has been increasingly
reported in the last two decades, probably due to in-
creased life expectancy. Extremely rare cases have been
reported in the first few decades of life.2,3 Women, mostly
in the 70- to 90-year-old age group, are more affected than
men, with a 3/1 sex ratio.4
The mechanisms leading to torsion are poorly
understood. Largely acquired and secondary to aging, GT
may also be congenital.5 Three anatomic variants are
thought to be responsible for torsion.1,6–9 The first variant,
as in case 1, is due to a “free-floating gallbladder”
suspended only by the cystic mesentery. The gallbladder
rotates around a vascular axis represented by the cystic
artery. The second variant, as in cases 2, 3 and 4, occurs
when the gallbladder is hanging from the liver through an
elongated, narrow-based and freely mobile mesentery
due to age-related visceroptosis. The rotation occurs
around an axis represented by the gallbladder itself or its
liver mesentery. An extremely rare third variant consists of
a normally fixed gallbladder to a mobile liver lobe free of
its coronary and triangular ligaments.10 It is difficult to
determine the frequency of occurrence of these different
mechanisms because reports are rare (around 300 over
a 100-year-period) and not always well documented.4
The triggering phenomenon is a subject of speculation,
with incriminating mechanisms including visceroptosis,
weight loss, gastric or colonic hyperperistalsis,11 consti-
pation or diarrhoea,6 sigmoid volvulus,12 cholelithiasis,13
kyphosis,14 or even iatrogenic manipulation.15 Gallstones
are present in 25% of cases of GT.16
Symptoms are heterogeneous and non-specific. Some
form of RUQ abdominal pain is nearly always present,
typically in an elderly woman. Nausea and vomiting are
frequent. If gangrene has already occurred, fever, peritonitis
and ileus might also be present. Cholestasis, either
secondary to associated choledocholithiasis or to direct
compression of the common bile duct by the volvulated
gallbladder as in case 4, has never been reported to our
knowledge.
Physical examination, sometimes unremarkable,
usually shows non-specific right-sided findings such as
guarding, tenderness, and low-grade fever. A palpable
gallbladder is found in 54% of cases.5 Mildly elevated
WBC is frequently found.
Correct preoperative diagnosis of GT is rarely made.
US most frequently reveals “cholecystitis” with or without
cholelithiasis. A “square” gallbladder, large anteriorly
and floating, without gallstones or a gallbladder outside
its fossa, inferior to the liver, in a transverse orientation,
with an echogenic conical structure (the twisted pedicle),
is rarely seen on US.17,18
Hepatobiliary CT or a nuclear scan may theore-
tically demonstrate twisting of the gallbladder.19,20 GT
demonstrated by ERCP, as in case 4, has already been
reported.21 Despite these imaging modalities, diagnosis
is nearly always made during exploratory surgery.
Operative treatment of GT is cholecystectomy. Other
forms of surgical treatment, including cholecystopexy or
visceropexy,10 should be abandoned. Since 1995,
laparoscopic cholecystectomy for GT has been reported.16
Three of our patients had surgery before the laparoscopic
era. The fourth one had open surgery because of mixed
cardiac and pulmonary failure.
Mortality among patients with gangrenous GT is high,
mainly due to the elderly nature of the population. If
surgery is promptly performed before the occurrence of
gangrene, mortality may only reach 5%.4
Our four cases illustrate the clinical features of this rare
condition. GT must be considered in elderly patients who
have symptoms consistent with acute or recurrent
cholecystitis, responding poorly to antibiotics.22 A
preoperative radiological diagnosis is difficult to establish,
since US and CT signs are not highly suggestive. The most
important step in the management of this condition relies
on a high index of suspicion and on cholecystectomy
(open or laparoscopic without delay) in order to prevent
recurrence or to remove a partially infarcted gallbladder,
thus avoiding progression to gangrene.
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